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Abstract
Background: To reduce criminal recidivism and drug use, it has been proposed that the substance
abuse treatment delivery system cut across different components of the criminal justice continuum.
Arrest, at the front end of this continuum, may represent a critical moment to motivate people
with substance use disorders (SUD) to seek treatment but is often over looked as an intervention
point. We used data from the 2002 National Survey on Drug Use and Health (NSDUH) to compare
treatment need and recent treatment admission for participants with no criminal justice (CJ)
involvement in the past year, past-year arrest, and CJ supervision (i.e., probation or parole status).
Results: Of those arrested, 44.8% met criteria for an SUD. However, only 14% of those arrested
with an SUD received treatment in the year of their arrest. In multivariate modelling, arrest was an
independent predictor of treatment admission (odds ratio (OR) = 8.74) similar in magnitude to
meeting criteria for an SUD (OR = 8.22). Those further along the continuum – under supervision
– were most likely to receive treatment (OR = 22.62).
Conclusion: Arrest involves the largest number of individuals entering the criminal justice system.
The NSDUH suggests that nearly 6 million individuals in the US experience an arrest annually and
that nearly half meet criteria for an SUD. Although arrest involves the largest number of individuals
entering the criminal justice system, it is also the most fleeting point as individuals can move in and
out rather quickly. Minimally, arrest imposes contact between the individual and a law enforcement
person and can be an opportunity for early intervention strategies such as pre-arraignment
diversion into treatment or brief intervention strategies. Using brief intervention at this early point
in the continuum may motivate a greater number of individuals to seek treatment or decrease drug
and alcohol use. Training and procedural shifts at this point of contact could have important policy
implications in reducing the number of subsequent arrests or preventing individuals moving further
along the criminal justice continuum, as well as decreasing the fiscal and resource burdens
associated with criminal justice processing and confinement.

Page 1 of 10
(page number not for citation purposes)

Substance Abuse Treatment, Prevention, and Policy 2006, 1:20

http://www.substanceabusepolicy.com/content/1/1/20

Treatment of alcohol and drug disorders can be a critical
step in reducing criminal recidivism [1-3]. However, even
though data suggest that approximately 40% of men and
women arrested meet criteria for drug dependency – highlighting the need for treatment services – few arrestees
receive treatment in the year prior to their arrest [4].

enter treatment, Wild and colleagues [10] found that 35%
of legally mandated offenders perceived no coercion.
Therefore, the presence and degree of perceived threat
may not be related to a person's actual legal status, or
where they are in the continuum [18,19]. In fact, some
individuals may perceive arrest as threatening while others may not experience incarceration as threatening.

In general, efforts to increase treatment seeking for alcohol or drug abuse treatment have focused on improving
access as well as the use of brief interventions during critical moments such as medical crisis [5]. Arrest, like medical crisis, may be a catalyst for treatment seeking by
motivating an individual contemplating change to actually take steps to initiate that change [6-8]. Similarly,
arrest may mobilize other supports (e.g., a spouse,
employer) to pressure the individual to enter treatment
[9,10]. Alternately, an individual may enter treatment as a
way to avoid or reduce negative criminal justice outcomes.
For instance, an individual may pursue treatment prior to
trial as a way to ingratiate oneself with the court. Moreover, even if charges are dropped or the individual is not
convicted, arrest may be a catalyst for treatment as a way
to avoid subsequent arrest.

Using a community sample, Epstein and colleagues [10]
examined the relationship between treatment admission
and having an SUD. They found that of those with an
SUD, those in treatment were three times more likely to
be involved in the criminal justice system as compared
with those who were not in treatment. They surmised,
"when an adult becomes involved with the criminal justice system, factors related to coercion, adjudication, and
alternative sentencing might override the effects or characteristics that were significant predictors of treatment
receipt among the total population" (p. 864). Although
this study compared CJ and non-CJ individuals on treatment entry, it selected only those with a current SUD
rather than assessing the entire criminal justice sub population to determine who entered and who did not enter
substance abuse treatment.

When considered from the criminal justice perspective,
there is a continuum of association with an individual
that begins with arrest. Individuals may leave the continuum through charges being dropped or move along to
arraignment, trial, and if convicted, sentencing. Sentencing options vary based on offense type, judicial discretion
and/or legal statutes but generally range from community-based sanctions under criminal justice supervision
(i.e. probation) to incarceration. Substance abuse interventions such as pre-trial diversion programs show promise, as strategies at earlier stages in the continuum [11-14],
while prison-based treatment, such as therapeutic communities with aftercare, are successful strategies later in
the continuum [15,16]. Each strategy attempts to reduce
drug abuse and further involvement in the criminal justice
system. Many communities have interventions at one or
more points along the continuum, but Taxman and Bouffard [17] advocate for a "service delivery system that cuts
across the different components of the criminal justice
system" (p. 1684). Optimally, arrest would constitute the
first point of contact for intervention.

Similarly, national data sets report a high proportion of
criminal justice referrals among those in treatment (i.e.
Treatment Episode Data Set). Although these data sets
allow for comparisons of the similarities and differences
of CJ and non-CJ clients within treatment, they do not
allow comparisons between those who entered treatment
versus those that did not, nor do they allow for an assessment of the relationship between arrest and treatment
admission.

Background

In studies of offenders in treatment during various stages
of the criminal justice continuum [18], or in various types
of interventions [19], researchers have found that specific
legal status was not as important a factor in treatment
retention as was the individual's perceived level of threat.
Furthermore, the level of perceived threat was not associated with legal status. Although there may be a presumption that the criminal justice system forces individuals to

One factor that may be influencing treatment entry is the
severity of alcohol or other drug use. Severity of use has
been associated with the perceived need for treatment in
several studies of non-offending and offending populations [20-24]. However, in a study of 275 individuals
referred for drug treatment, Hser and colleagues (1998)
did not find severity of use a significant predictor of treatment entry, even when considering criminal justice status.
They did find that family issues and an increasing number
of psychological problems were negatively associated
with treatment admission, while legal status – defined
broadly as probation, parole, awaiting trial or sentencing
– had a strong positive association with treatment admission [21]. Unfortunately, since the operational definition
of legal status spanned several dispositions across the
criminal justice continuum, we do not know the probability of treatment admission for the largest criminal justice
group – those arrested – or how that probability varies by
criminal justice dispositions further along the criminal
justice continuum.
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In general, predictors of admission into mental health
and substance abuse treatment include age, sex, and marital status [20,25]. More specifically, women, those in the
middle age ranges, and those who have been married were
more likely to utilize services. In addition, those who
received mental health services were more likely to receive
substance abuse treatment [20] and those with a drug
abuse disorder had a higher number of mental health visits than those with any other mental health disorders [25].
Although individuals in racial or ethnic minorities are less
likely to receive mental health services [25], there are no
differences between those who do and do not receive substance abuse treatment [20].

pling design of the survey, we are able to extrapolate to the
US population, projecting that nearly 6 million adults in
the US were arrested in one 12-month period. Of those
arrested, 41% were charged with either a drug or alcohol
related offense. Those with at least one arrest were more
likely to be male (OR = 3.74), to have a serious mental illness (SMI) (OR = 2.52), to be in a minority racial or ethnic
group (OR = 1.49), to be younger (OR = 3.98) and to not
be married (OR = 4.39). In addition they were more likely
to have used an illegal substance in the past year (53.7%
vs. 13.1%; OR = 7.68) and have an SUD (51.7% vs.
13.5%; OR = 10.33) than those who had not been
arrested.

The goal of this exploratory study is to examine the relationship between arrest and admission to substance abuse
treatment in a nationally representative, communitybased sample. To do this we employ three models to
examine characteristics of those entering specialty treatment; initially examining the general population, then
comparing those arrested and finally examining difference among criminal justice dispositions. The first aim is
to determine if there is an association between arrest and
treatment and if it is independent of demographic factors.
The second aim is to determine if the likelihood of treatment involvement varies for individuals who are in the
community and involved in other criminal justice dispositions (i.e. probation and parole).

However, among those with a recent arrest, 38% (n = 643)
were also under supervision (e.g. probation or parole).
Similarly 2% (n = 757) of those in the general population
and without a recent arrest were also under CJ supervision. To capture the nuances of the criminal justice continuum, two additional groups were formed (Arrest with
Supervision and Supervision Only) and compared to the
Non-CJ and Arrest Only groups (see Methods for details).
There were highly significant differences between the four
groups on all the demographic variables, serious mental
illness (SMI), and prevalence of substance abuse or
dependency (See Table 1).

Results
In 2002, nearly 5% of the adult sample (n = 1,684 of
36,370), collected as part of the National Survey on Drug
Use and Health (NSDUH), was arrested and booked
within the last 12 months. Because of the complex sam-

Because the prevalence of having an SUD varied from
8.1% (non-CJ group) to 55.1% (Arrest & Supervision
group), we also compared a sub-sample of the four groups
– those with an SUD – on the same variables (See Table
2). We continued to find significant differences on all of
the variables except for the presence of an SMI. Among
those with an SUD, there were no statistical differences on

Table 1: Comparison of characteristics of general population and four groups based on criminal justice disposition

General Adult
Population (N =
36,370)

Non-CJ (n =
33,929)

Arrest Only (n
= 1041)

Arrest with CJ
Supervision (n =
643)

CJ Supervision
(n = 757)

Design-based F
(df)

p-value*

46.5

46.8

76.7

78.0

67.7

62.52

.001

14.7
85.3

13.8
86.2

38.8
61.2

40.7
59.3

30.1
69.9

White
Married
Serious Mental
Illness

70.4
56.6
11.0

72.0
57.9
8.0

50.2
25.4
19.0

56.0
20.6
16.4

53.3
30.6
14.0

32.83
60.64
23.46

.001
.001
.001

Any SUD
Treatment
Admission

8.4
1.3

8.1
0.5

44.8
9.1

55.1
24.0

22.2
10.7

321.99
450.45

.001
.001

Male
Age
18–25
26+

Note: Based on Design Based F Value; df = (1,900). Sample sizes are actual numbers; percentages weighted. CJ = criminal justice. For clarity the
groups are: 1) Non-CJ – no arrest w/in last 12 months, no CJ supervision; 2) Arrest Only – arrest within last 12 months, no CJ supervision; 3)
Arrest with Supervision – arrest within last 12 month with CJ supervision (probation/parole); 4) CJ supervision only – no recent arrest (last 12
months), but on probation or parole.
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Table 2: Comparison of demographics and treatment experience of those with a substance use disorder between each criminal justice
group

Male
Age
18–25
26+
White
Currently Married
Serious Mental
Illness
Treatment
Admission

Non-CJ Population w/
SUD (n = 4,488)

Arrest Only w/SUD (n =
511)

Arrest w/CJ supervision
w/SUD (n = 359)

CJ supervision w/SUD (n
= 210)

F

p-value

64.2

82.1

75.5

79.2

11.83

.001

32.1
67.9
71.7
35.6
19.7

41.7
8.3
58.4
18.5
25.6

41.4
58.6
63.2
15.0
25.0

43.8
56.2
52.7
13.4
21.8

5.58

.001

6.52
11.22
1.47

.001
.001
.222

4.1

14.4

34.4

12.7

59.19

.001

Note: Based on Design Based F Value; df = (2.96, 2667.95). Sample sizes actual numbers; percentages weighted. CJ = criminal justice, SUD =
substance use disorder.

having symptoms of an SMI between those without criminal justice involvement or those with any of the three
criminal justice dispositions.
To understand the association between treatment admission and arrest, we constructed three different logistic
regression models that are consistent with the concept of
the criminal justice system as a continuum. In the first

model, we constructed a logistic regression model with
demographic and individual characteristics as possible
predictors to determine what factors were associated independently with any individual being admitted into specialty treatment (Table 3). In Model 1, having an SUD was
most robustly associated with treatment (OR = 12.33 95%
CI 8.89–17.10). Other significant associations included
being male (OR = 1.39; 95% CI 1.01–1.93) and having an

Table 3: Logistic regression models predicting admission into specialty treatment.

Sex
Female (ref)
Male
Age
18–25 (ref)
26-up
Race
Non White (ref)
White
Marital Status
Not Married (ref)
Married
Serious mental illness
No (ref)
Yes
SUD
No (ref)
Yes
Arrest in last 12 mon.
No (ref)
Yes
CJ Status
No CJ Status (ref)
Arrest Only
Supervise Only
Arrest & Supervise

MODEL 1 OR (95% CI)

MODEL 2 OR (95% CI)

MODEL 3 OR (95% CI)

1.00
1.39* (1.01–1.93)

1.00
1.10 (0.77–1.57)

1.00
0.98 (0.67–1.43)

1.00
0.49***(0.36–0.66)

1.00
0.42***(0.31–0.58)

1.00
0.40***(0.29–0.55)

1.00
0.92 (0.68–1.26)

1.00
1.12 (0.81–1.56)

1.00
1.18 (0.84–1.64)

1.00
0.36*** (0.25–0.52)

1.00
0.41***(0.28–0.62)

1.00
0.48***(0.32–0.73)

1.00
2.81***(1.97–4.02)

1.00
2.70***(1.83–3.99)

1.00
2.74***(1.79–4.19)

1.00
12.34***(8.90–17.10)

1.00
822***(5.79–11.67)

1.00
7.48***(5.14–10.87)

-------------------

1.00
8.74***(5.80–13.18)

-------------------

-----------------

1.00
7.19*** (3.94–13.10)
15.26***(8.27–28.13)
22.62***(13.47–37.99)

Note: CJ = criminal justice, SUD = substance use disorder. 'Ref' refers to the reference category.
** p < .01, *** p < .001. All p-values are from Wald tests.
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SMI (OR = 2.81, 95% CI: 1.97–4.02). Additionally, those
currently married, as opposed to those unmarried (OR =
0.36; 95% CI 0.25–0.52) and those 18–25 years old, as
compared with being older (OR = 0.49; 95% CI 0.36–
0.65) were less likely to enter treatment.
For Model 2, an arrest within the last 12 months was
added to the model and age (OR = 0.42; 95% CI 0.31–
0.58), marital status (OR = 0.41, 95% CI 0.28–0.62), and
having an SMI (OR = 2.71, 95% CI 1.83–3.99) remained
significant. Although the presence of an SUD remained
significant, the magnitude of its association declined (OR
= 8.22; 95% CI 5.79–11.67). Interestingly, having an
arrest in the past 12 months increased the likelihood of
receiving treatment similar in magnitude to that of having
an SUD (OR = 8.74; 95% CI 5.80–13.18).
For Model 3, we constructed a variable that defined specific criminal justice status more thoroughly. This categorical variable depicts four groups with more distinct levels
of criminal justice disposition (e.g. no involvement, arrest
only, arrest with supervision and supervision only). The
no criminal justice involvement group is the reference
group. Age (OR = 0.40; 95% CI 0.29–0.55), marital status
(OR = 0.48; 95% CI 0.32–0.73), SMI (OR = 2.74; 95% CI
1.79–4.19) and having an SUD (OR = 7.48; 95% CI 5.14–
10.87) remained associated with treatment admission
(See table 3). The association with the Arrest Only group
(OR 7.18; 95% CI 2.94–13.10) remained significant compared to the referent group of no-CJ involvement. Those
in the Supervision Only group occupied an intermediate
position for entering treatment (OR = 15.26; 95% CI
8.27–28.12). The Arrest & Supervision group was the
most likely to enter treatment than those in the non-CJ
group (OR = 22.62, 95% CI 13.47–37.99).
Additional descriptive analyses
We also examined the different types of treatment defined
as 'specialty treatment.' We found that within each specific
treatment location the proportion of participants attending were similar between the Arrest Only and non-CJ
groups: Hospital based (42% of the non-arrest group and
39% of arrest group); Residential rehabilitation (48% of
non-arrest and 48% arrest); Outpatient Rehabilitation
(61% of non-arrest and 56% of arrest) and Mental Health
Clinic (49% of non-arrest and 29% of arrest).

To further assess those who were involved in treatment
without an SUD we restricted our analyses to the subpopulation of those who reported receiving specialty treatment
in the past year (1.3%, n = 483 overall), irrespective of
meeting criteria for a SUD. We found that 73.6% of those
in the Supervision Only group entered specialty treatment
without meeting diagnostic criteria for a current SUD
compared to 36% of those in the non-CJ group, 29% of

http://www.substanceabusepolicy.com/content/1/1/20

the Arrest Only and 21% of the Arrest & Supervision
group.
Although funding for treatment may influence who
attends versus who does not, it appears that the Arrest
Only group may utilize different types of funding when
compared to the no-CJ group. Those with arrest only were
more likely to use public assistance (35.6% versus 19.9%)
and military benefits (19.7% versus 12.0%) for treatment
funding compared to those not involved in criminal justice. Conversely the non-CJ group was more likely to have
their treatment funded by Medicaid (23.3% versus
10.6%) and employment related benefits (13.3% versus
5.6%) than the Arrest Only group. Certainly funding
available through the courts may also be a catalyst for
treatment admission among those with an arrest than
those without. We found that court funding for treatment
was involved in 22.1% of those in the Arrest Only group.
Surprisingly, 6.5% of those claiming not to have a recent
arrest or under CJ supervision also claimed treatment
funding from the courts. Other sources of court funding
may include Probate, Family or Mental Health Courts.

Discussion
This study examined the association between arrest and
admission to specialty drug treatment using a community
dwelling nationally representative sample. As such, the
study initially focused on the independent contribution
of arrest to the probability of a treatment admission in the
same year. Finally, the analyses examined if the association between arrest and treatment admission was similar
to or different from the association with treatment admission at other points in the criminal justice continuum.
Self reported arrest in the NSDUH appears valid. According to the Criminal Justice Sourcebook [26], there were
8.2 million adult arrests reported in 2002. Our projections based on the NSDUH data indicate that nearly 6
million individuals accumulated almost 7.8 million
arrests in this same year. The remaining differences could
be attributed to sampling error, method for collection of
arrest data in the NSDUH (maximum of three arrests tallied), under-reporting of arrests by individuals, or that
some of the arrested population is likely imprisoned and
not part of the survey population. Demographic characteristics between criminal justice data and those reporting
criminal justice involvement in the NSDUH sample were
also similar, particularly the predominance of white
males.
Our findings supports previous findings of the high proportion of drug and alcohol involvement among those
involved in the criminal justice system [4,20,22]. The
arrest group was much more likely to have used an illegal
substance in the past year, meet criteria for drug or alcohol
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dependency and enter specialty treatment than the nonarrest group. This trend remained consistent even when
restricting analysis to only those meeting diagnostic criteria for SUD.
However, the examination of arrest versus non-arrest may
obscure differences in legal status that might influence
treatment entry, conflating what might be individual factors with system factors on treatment admission. Replacement of the two-level arrest/non-arrest variable with the
four-level categorical variable representing current criminal justice status in the analyses did not change the individual factors predicting treatment (i.e. unmarried, SMI,
and SUD). In fact, examination of multiple groups underscores that those involved in the criminal justice system,
irrespective of the point in the continuum, are more likely
to be admitted to treatment than those who are not. However, the variation in the likelihood of treatment involvement among those points in the continuum is cause for
further examination.
The odds of being admitted into treatment for those in the
Arrest Only group are seven fold that of those in the nonCJ group, even though they may not be processed through
the continuum further. Although we cannot precisely
determine the temporal ordering of arrest and treatment,
it is possible that the perceived threat associated with
arrest may motivate individuals to enter treatment independent of the coercion associated with mandated treatment through formal sentencing. However perceived
threat may increase as legal status changes since those in
the Arrest Only group were the least likely among the CJ
groups to be admitted into specialty treatment even
though the proportion of those who met criteria for an
SUD was similar to Arrest & Supervision (45% and 55%
respectively) and greater than Supervision Only (22%).

http://www.substanceabusepolicy.com/content/1/1/20

structs – readiness and resistance. Readiness, as the
positive side of motivation, was a significant predictor of
treatment retention during the 6-month period after
intake. Resistance, or opposition to treatment, is considered the negative side of motivation and predicted drug
use. The authors point out that opposition to treatment
can be based upon sceptical views of treatment or in the
case of legal mandate – a resentment over the loss of individual control over decision making.
Considering the dual constructs within measurement of
motivation forces us to assess not only how and when
coercion is used, but also contemplating how to enhance
treatment readiness among offending populations. If
treatment is unwarranted or the offender becomes oppositional to treatment – even though they enter – we may
have squandered important resources. For example, those
in the Supervision Only group were most likely to be
admitted to specialty treatment without a diagnosis of
either abuse or dependency. It could be that a history of a
drug or alcohol problem combined with a recent relapse
was the catalyst for a mandated or voluntary treatment
admission. Alternatively, treatment could be a proxy for a
criminal justice sanction, with treatment involvement as
an inducement for avoiding confinement. Conversely,
confinement may obscure time frames associated with
diagnosing a current SUD. Those in jail or prison for an
extended period of time would not report recent use, and
hence not meet DSM diagnostic criteria for a substance
use disorder simply because they did not have the opportunity to use. However, further studies are needed to
examine if treatment entrance was clinically appropriate
or more associated with legal coercion.

One explanation for those in the Arrest & Supervision
group being most likely to receive treatment is the greater
level of scrutiny they experience through their involvement in the criminal justice system. Hypothetically as they
move from arrest to conviction and sentencing, they experienced court ordered assessments and investigation and
multiple court appearances. The recent experience of
criminal justice processing may achieve the highest level
of perceived threat among the dispositions studied and
thus induce the highest level of motivation to participate
in treatment.

Inappropriate admission into specialty treatment is not
isolated to the intersection between criminal justice and
treatment. Our findings suggest, similar to others [25],
that those in the general population are admitted to treatment without meeting diagnostic criteria or when they
have relatively mild manifestations of their disorder. In
fact, among the four groups, the non-CJ group was second
highest among those entering treatment without a SUD
diagnosis. This finding may reflect difficulties in relying
on self-report, determining clinical diagnosis from structured interviews, or people obtaining treatment inappropriate to the level of care required [28]. However, limiting
our analysis to only those who met current diagnostic criteria may have obscured this finding.

In a recent study of drug-using offenders on probation,
Longshore & Teruya [27], like others [20] found a significant relationship between motivation and external pressure in the form of criminal justice coercion. However,
Longshore and Teruya [27] argue that treatment motivation is better understood as two related but distinct con-

Although we speculated that informal social controls such
as family relationships might be predictive of treatment
admission, marriage did not positively influence treatment admission in any of our models. Reflecting other
studies [29], we found those who were married were less
likely to enter treatment than those who were not. Cer-
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tainly a dichotomous variable does little to inform us as
to the quality of the relationship or the influence an individual may have in coercing their spouse into treatment.
However, in another study, a more qualitative measurement of relationship that captured some of these additional marital elements (i.e. support) yielded similar
results [20]. Furthermore, others have found that marriage
may be protective of continued drug use and criminal
activity, particularly among offending populations [30].
Finally, it should be noted that individuals with an SMI
were more likely to be in criminal justice populations
than in the general population and they comprised
approximately 20% of those with a SUD in each of the
offending and non-offending groups. The co-occurrence
of SMIs and SUDs has been well documented [31-33], but
it is of particular concern when the individual is involved
in the criminal justice system due to the inattention of cooccurring disorders in both the substance abuse and mental health treatment systems [32,33]. A supervising agent
making a referral to a mental health provider may assume
that substance abuse issues would be addressed, or vice
versa. Treatment non-compliance and/or a misunderstanding of the interaction of the two disorders may result
in a higher level of confinement (jail or prison) than
appropriate treatment would indicate. Although it is noteworthy that SMI predicts receiving specialty treatment
across models, these multiple morbidities (SMI, SUD, and
CJ) require highly specialized services that integrate mental health and substance abuse treatment while simultaneously integrating the requirements and potential
constraints that the criminal justice system imposes [34].
Limitations
The self-report nature of the data may underestimate
socially sanctioned behaviors such as arrest and drug use
resulting in lower bound estimates. In addition, the
NSDUH survey samples individuals living in the community, and therefore we are missing the subpopulation of
those who are arrested and incarcerated. Although a small
percentage of those arrested actually go to state and federal prisons, it potentially excludes those who have committed more serious offenses and who may have more
serious and chronic substance abuse problems [35].

Another limitation is our inability to know the temporal
sequences. We do not know if the arrest or treatment came
first; we only know that both treatment and arrest
occurred within the same year. Unfortunately, other
potentially useful datasets such as the Treatment Episode
Data Set and the now defunct Arrestee Drug Abuse Monitoring program either do not include "arrest" as a referral
mechanism or do not have community comparison
groups [4,36].
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In addition, we do not know the sequence of events for
people who have both arrest and criminal supervision
within the same year. Certainly our assumption that they
have been convicted of the offense they were arrested for
and are now serving out their sentences in the community
under probation/parole supervision is probable: there is
no data, however, to confirm it. Consequently the four
group categorizations were derived to focus on those who
clearly identify as those at the arrest phase of the criminal
justice continuum without including those under supervision. Finally, this study did not control for treatment
access and other barriers to treatment which may have
influenced the results if known.

Conclusion
Although involvement across all points in the criminal
justice system is associated with a higher probability of
admission into specialty treatment, only 16% of those
recently arrested with an SUD received treatment in the
same year as their arrest. Our findings support others that
suggest that only a fraction of those needing treatment in
the CJ system receive it [37-39]. Conversely, we found that
in the CJ and non-CJ groups many were admitted into
specialty substance abuse treatment that did not meet
diagnostic criteria for any SUD. While these findings may
be similar to other general population surveys [25], the
judicious use of treatment resources for criminal justice
populations seems especially prudent. Because the need is
so great, and the opportunity for intervention at hand,
more precise use of screening, assessment and placement
criteria [28] is essential to efficiently use available
resources.
The focal point for this study was arrest. Although arrest
involves the largest number of individuals entering the
criminal justice system, it is also the most fleeting point as
individuals can move in and out rather quickly. Minimally, arrest imposes contact between the individual and
a law enforcement person and can be an opportunity for
early intervention strategies such as pre-arraignment
diversion into treatment [12] or brief intervention strategies. Brief interventions, defined as one-time contacts that
can be limited to 5 minutes, have been found effective in
reducing use or moving individuals forward in the intervention process in a number of settings [40]. Because brief
interventions have been used effectively in various nontraditional settings, it may be effective in this setting [41].
Moreover, using brief intervention at this early point in
the criminal justice continuum may motivate a greater
number of individuals to seek treatment or decrease use
and perhaps prevent further involvement with the criminal justice system.
We also found that assessing arrest versus non-arrest,
rather than considering the criminal justice continuum,

Page 7 of 10
(page number not for citation purposes)

Substance Abuse Treatment, Prevention, and Policy 2006, 1:20

obscures differences in treatment involvement at various
points in the criminal justice system. Although the criminal justice system may both motivate treatment readiness
and create opposition to treatment through coercion [27]
researchers and practitioners need to treat individuals at
various points in the continuum as heterogeneous. Legal
status is dynamic, changing with circumstances, time and
offender behavior. As legal status shifts, the motivation
for treatment can also shift from an individual's desire to
put their life back together after an arrest to external coercion via a legal mandate to participate in treatment while
in prison or on probation. Capitalizing on the possibility
of motivation post arrest, by using arrest as a catalyst for
enhancing treatment readiness, could prove to increase
secondary prevention efforts and keep more individuals
out of confinement. Certainly this strategy is more fiscally
and resource prudent. Multiple arrests, court processing
and incarceration costs are far greater than those associated with treatment. Likewise enhancing treatment readiness – rather than contributing to oppositional behavior
within treatment – can produce more favourable treatment outcomes decreasing not only use and abuse of substances, but criminal behavior.

Methods
For this secondary analysis, we used the 2002 National
Survey on Drug Use and Health (NSDUH) – formerly the
National Household Survey on Drug Abuse). The NSDUH
is a comprehensive national survey that provides quarterly
as well as annual estimates of self reported drug use and
treatment involvement and is conducted yearly by the
Substance Abuse and Mental Health Services Administration (SAMHSA). It measures the prevalence and correlates
of drug use, as well as, treatment history and questions on
mental disorders that allow for diagnostic criteria to be
applied. In addition, respondents are asked about personal and family income, health care access, illegal activities and problems associated with the use of drugs. The
multistage area probability sampling frame, for each of
the 50 states, includes the civilian, non-institutionalized
population aged 12 and older. In 2002, there was a
screening response rate of 79% yielding 54,079 records in
the public use file. Because of the differences between
juvenile and adult criminal justice systems, the analysis is
limited to the subpopulation of adults over the age of 18
(unweighted sample size is 36,370). (See ICPSR website at
the University of Michigan for further information.)
Individuals were counted as having been arrested if they
had a response of one or more to the following question:
"Not counting minor traffic violations, how many times
during the past 12 months have you been arrested and
booked for breaking a law." Current criminal justice
supervision was determined through two questions: 1)
Were you on probation at any time during the past 12
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months? 2) Were you on parole, supervised release, or any
other conditional release from prison at any time during
the past 12 months? An affirmative answer to either of
these question was coded as 'currently under criminal justice supervision.' As those arrested may also have been on
parole or probation, we then divided the sample into 4
groups: 1) Non-CJ – those with no criminal jusitce
involvement in the last 12 months; 2) Arrest Only – those
with an arrest in the last 12 months; 3) Arrest & Supervision
– those with a recent arrest and on probation or parole;
and, 4) Supervision Only – those with no recent arrest but
under criminal justice supervision.
Measures for this analysis include demographics (age,
race, gender, marital status), current arrest and criminal
justice supervision status during the past 12 months; substance abuse and or dependency diagnosis; serious mental
illness (SMI) and admission to a speciality substance
abuse treatment program during the past 12 months.
Diagnostic criteria from the Diagnostic and Statistical
Manual (DSM) of Mental Disorders IV [42] is imbedded
within the survey allowing for classification of the substance use disorders (SUD) of abuse or dependence. SMI
is determined using the K-6 [43]. The six items related to
symptoms of psychological distress in the previous 12
months, are scored on a 5-point Likert scale from 0 (none
of the time) to 4 (all of the time). The range of summed
scores is 0 – 24 with scores of 13 or above classified as
indicating an SMI [44].
Measurement of treatment involvement was restricted to
admission into 'speciality' treatment in the past 12
months. Speciality treatment is defined as treatment delivered by a professional in one of four settings: outpatient
clinic, residential facility, mental health facility or acute
care hospital.
Descriptive and inferential statistics are used to compare
the two groups of arrest and non-arrest and then the four
groups differing on criminal justice status and supervision
level. Additional descriptive analyses, conducted in an
effort to understand additional factors that may be associated with treatment admission, examined treatment
admission without an SUD, the type of specialty treatment or treatment location and funding for treatment.
To determine factors independently associated with treatment admission we used binomial and multinomial
logistic regression models. Three specific regression models are used to understand the association between treatment admission and various criminal justice positions
(including no involvement). This is consistent with the
concept of the criminal justice system as a continuum.
Levels of court interaction and/or supervision vary
throughout the continuum potentially varying the level of
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perceived coercion or threat. The three models are as follows: Model 1) Determination of factors associated independently with any individual being admitted into
specialty substance abuse treatment; Model 2) Determination of how the incidence of an arrest within the past 12
months is associated with treatment independent of other
factors; and Model 3) Determination of how arrest compares with other criminal justice dispositions in its association with treatment admission.
All analyses adjusted for the complex survey design by
including sampling weights, primary sampling units, and
strata in the statistical models using the survey procedures
associated with the Taylor Series Expansion [45] available
in StataSE 9 (StataCorp, College Station, TX). Unweighted
counts are included in the tables, but sample weights were
used for all analyses. The magnitudes of association are
reported as odds ratios (OR) with 95% confidence intervals (95% CI).

http://www.substanceabusepolicy.com/content/1/1/20

7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Competing interests
The author(s) declare that they have no competing interests.

Authors' contributions
SPK drafted and revised the manuscript, participated in
the study design, statistical analysis, and interpretation of
results.
CLA participated in the study design, statistical analysis,
and interpretation of results and revising the manuscript.

17.
18.
19.
20.
21.
22.

JAS was responsible for conceptualization of the four
groups, provided technical assistance on the criminal justice system and assisted in revising.
ALK participated in the literature review and revising the
manuscript.

23.
24.
25.

Acknowledgements

26.

Funding for this research was provided by a grant from the National Institute on Drug Abuse (grant #DA014483).

27.

References

28.

1.
2.
3.
4.
5.
6.

Taxman FS: Effective practices for protecting public safety through substance abuse treatment Commissioned by the National Institute on
Drug Abuse; 2000.
Delany PJ: Reorganizing care for the substance using offender
– the case for collaboration. Fed Probat 2003, 67:64-68.
Jofre-Bonet M, Sindelar JL: Drug treatment as a crime fighting
tool. J Ment Health Policy 2001, 4:75-178.
National Institute of Justice: Arrestee Drug Abuse Monitoring, 2000
Annual Report NCJ 193013. Washington, DC: U.S. Department of Justice; 2003.
Longabaugh R, Minugh PA, Nirenburg TD, Clifford PR, Becker B,
Woolard R: Injury as a motivator to reduce drinking. Acad
Emerg Med 1995, 2:817-825.
Prochaska JO: Strong and weak principles for progressing
from precontemplation to action on the basis of twelve
problem behaviors. Health Psychol 1994, 13:47-51.

29.
30.

31.

32.

Prochaska JO, DiClemente CC, Norcross JC: In search of how
people change. Am Psychol 1992, 47:1102-1104.
Prochaska JO, DiClemente CC: The transtheoretical approach: Crossing
the traditional boundaries of therapy Homewood, IL: Irwin; 1984.
Byrne JM, Taxman FS, Young D: Emerging roles and responsibilities in the
reentry partnership initiative: new ways of doing business Report submitted to the National Institute of Justice; 2002.
Wild TC, Newton-Taylor B, Alleto R: Perceived coercion among
clients entering substance abuse treatment: structural and
psychological determinants. Addict Behav 1998, 23:81-95.
Epstein JF, Hourani LL, Heller DC: Predictors of treatment
receipt among adults with a drug abuse disorder. Am J Drug
Alcohol Ab 2002, 30:841-869.
Hser Y, Maglione M, Polinsky M, Anglin MD: Predicting drug treatment entry among treatment-seeking individuals. J Subst
Abuse Treat 1998, 15:213-220.
Lo CC, Stephens RC: Arrestees' perceived need for substancespecific treatment: exploring urban-rural differences. Am J
Drug Alcohol Ab 2002, 28:623-642.
Rapp RC, Siegal HA, Delibarty RN: Demographic and clinical correlates of client motivation among substance abusers. Health
Soc Work 2003, 28:107-115.
Ryan RM, Plant RW, O'Malley S: Initial motivations for alcohol
treatment: Relations with patient characteristics, treatment
involvement, and dropout. Addict Behav 1995, 20:279-297.
Anglin MD, Longshore D, Turner S, McBride D, Inciardi JA, Prendergast ML: Studies of the functioning and effectiveness of Treatment Alternatives to Street Crime (TASC) programs Los Angeles, CA: UCLA Drug
Abuse Research Center; 1996.
Belenko S: The challenges of integrating drug treatment into
the criminal justice process. Albany Law Review 2000, 63:833-876.
Belenko S, Patapis N, French MT: Economic benefits of drug treatment:
A critical review of the evidence for policy makers Philadelphia, PA: Treatment Research Institute at the University of Pennsylvania; 2005.
Peters RH, Murrin MR: Effectiveness of treatment-based drug
courts in reducing criminal recidivism. Crim Justice Behav 2000,
27:72-96.
Inciardi JA, Martin SS, Butzin CA, Hooper RM, Harrison HD: An
effective model of prison-based treatment for drug-involved
offenders. J Drug Issues 1997, 27:261-278.
Wexler HK, Melnick G, Lowe L, Peter J: Three-year reincarceration outcomes for amity in-prison therapeutic community
and aftercare in California. Prison J 1999, 79:321-336.
Taxman FS, Bouffard J: Treatment inside the drug treatment
court: the who, what, where, and how of treatment services.
Subst Use Misuse 2002, 37:1665-1688.
Maxwell SR: Sanction threats in court-ordered programs:
Examining their effects on offenders mandated into drug
treatment. Crime Delinquency 2000, 46:542-563.
Young D, Belenko S: Program retention and perceived coercion in three models of mandatory drug treatment. J Drug
Issues 2002, 32:297-328.
Maguire K, Pastore AL, Eds: Sourcebook of Criminal Justice Statistics
[http://www.albany.edu/sourcebook/]. <accessed July 22, 2005>
Wang PS, Lane M, Olfson M, Pincus HA, Wells KB, Kessler RC:
Twelve-month use of mental health services in the United
States. Arch Gen Psychiat 2005, 62:629-640.
American Society of Addiction Medicine: Patient placement criteria 2nd
edition. Chevy Chase, MD: Author; 2001.
Mojtabai R: Use of specialty substance abuse and mental
health services in adults with substance use disorders in the
community. Drug Alcohol Depen 2005, 78:345-354.
Sampson RJ, Laub JH: Crime and deviance over the life course:
The salience of adult social bonds. American Sociologic Review
1990, 55:609-627.
Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman
S, Wittchen HU, Kendler KS: Lifetime and 12-month prevalence
of DSM-III-R psychiatric disorders in the United States. Arch
Gen Psychiat 1994, 51:8-19.
De Leon G, Sacks S, Wexler HK: Modified prison therapeutic
communities for the dual and multiple-diagnosed offender.
In Treatment of drug offenders: Policies and issues Edited by: Leukefeld
CG, Tims F, Farabee D. New York: Springer Publishing; 2002.
Substance Abuse and Mental Health Services Association: Treatment
Episode Data Set 2002 [http://oas.samhsa.gov/dasis.htm#teds2.].

Page 9 of 10
(page number not for citation purposes)

Substance Abuse Treatment, Prevention, and Policy 2006, 1:20

33.
34.
35.

36.

37.
38.
39.

40.

41.
42.

43.

44.
45.

http://www.substanceabusepolicy.com/content/1/1/20

Camp CG, Camp GM: The 1997 corrections yearbook South Salem, NY:
Criminal Justice Institute; 1997.
Lo CC, Stephens RC: Drugs and prisoners: Treatment needs on
entering prison. Am J Drug Alcohol Ab 2000, 26:229-245.
Office of National Drug Control Policy: Drug treatment in the
criminal justice system. In ONDCP Drug policy information clearinghouse fact sheet Washington, DC: U.S. Government Printing Office;
1998.
Center for Substance Abuse Treatment: Brief interventions and
brief therapies for substance abuse. In Treatment Improvement
Protocol (TIP) Series, No. 34 DHHS Publication No. (SMA) 99-3353.
Rockville, MD: Substance Abuse and Mental Health Services Administration; 2003.
Lapham S: Screening and brief intervention in the criminal justice system. Alcohol Res Health 2005, 28:85-93.
American Psychiatric Association: Diagnostic and statistical manual of
mental disorders 4th edition. Washington, DC: Author; 2000.
Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand
SL, Walters EE, Zaslavsky AM: Short screening scales to monitor
population prevalences and trends in non-specific psychological distress. Psychol Med 2002, 32:959-976.
Kessler RC, Barke PR, Colpe LJ, Epstein JF, Gfroerer JC, Hiripi E,
Howes MJ, Normand ST, Manderscheid RW, Walters EE, Zaslavsky
AM: Screening for serious mental illness in the general population. Arch Gen Psychiat 2003, 60:184-189.
Levy PS, Lemeshow S: Sampling of populations New York: John Wiley
& Sons; 1999.
Substance Abuse and Mental Health Services Administration: Report
to Congress on the prevention and treatment of co-occurring substance
abuse disorders and mental disorders 2002 [http://www.samhsa.gov/
reports/congress2002/index.html].
Substance Abuse and Mental Health Services Administration: Cooccurring disorders: Integrated Dual Disorders Treatment.
Evidence-based practices: Shaping mental health services towards recovery
2003 [http://www.mentalhealth.samhsa.gov].
Longshore D, Teruya C: Treatment motivation in drug users: A
theory based analysis. Drug Alcohol Depen 2006, 81:179-188.
Farabee D, Joshi V, Anglin DM: Addiction careers and criminal
specialization. Crime Delinquency 2001, 47:196-220.

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 10 of 10
(page number not for citation purposes)

